that the endoscopy should be performed promptly if it is likely to immediately affect disposition of the patient (for example, in the case of a possible immediate discharge home from the emergency room). Rarely, patients with very active bleeding may need to be endoscoped quickly if surgery is being contemplated and the source of bleeding is undefined. Additionally, rare cases may also require earlier intervention such as for Jehovah's witnesses because one may not be able to 'waitand-see' in the face of possible ongoing bleeding and an already low hemoglobin level that cannot be corrected with transfusional support. PA: Can you comment on the evidence that endoscopic intervention applied early after presentation effects survival, blood transfusions or any other outcome measure? AB: Randomized controlled trial evidence has shown that early endoscopy, as defined by within 24 h of presentation, leads to a decrease in length of hospital stay and blood transfusion requirements. No improvements in rebleeding or surgery have been documented with early endoscopy, although a recent observational study (1) has suggested indirect evidence for a decreased mortality, possibly attributable to its performance. Guidelines suggest endoscoping patients within 24 h of presentation, if local resources allow it. Earlier intervention is not warranted except for the rare scenarios discussed above. PA: There is a significant cost to providing an after hours endoscopy team. Do you think this should be standard practice at most urban hospitals? AB: Recent data from the United Kingdom suggest that the availability of such timely expertise may result in improved patient outcomes, and guidelines clearly endorse this approach. PA: What are the most compelling indications for immediate endoscopy? AB: If I understand your question correctly, you are asking about endoscopy in general. Indications would include suspected variceal bleeding, an impacted bolus or foreign body in the esophagus, especially if cephalad, with possible airway compromise, and as discussed above, in selected cases of upper GI bleeding. As for lower GI bleeding, the recommended timing of a colonic preparation in the acute setting (for which there are weak supportive data) is an emergent, and not immediate one. Colonoscopy can be performed thereafter, usually within 12 h to 24 h following the initial presentation.
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PA: Can you predict the future in this area? AB: With the availability of existing data, the development of radiological hemostatic techniques more effectively adapted to acute lower GI bleeding and the impetus toward an improved medical doctor lifestyle, it is likely that less-urgent endoscopy will be performed at night. I will, however, leave you with a sobering recent finding from two observational studies (1,2): as in many other conditions, the mortality of patients with upper GI bleeding is greater in individuals presenting after hours and on the weekend. What is unclear is whether this observation is attributable to a self-selected group of patients presenting earlier because they are sicker or an inequity in resource availability in these off-hours, or a mix of both.
